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Special Communication

Informed Consent
Is It Bad Medicine?

RONALD L. KATZ, MD
Los Angeles

As AN ANESTHESIOLOGIST involved with informed
consent every day, there are a number of prob-
lems I encounter. As a teacher, I hear students at
varying levels raise questions relating to informed
consent. As a result of my theoretical and practi-
cal involvement with informed consent I have
been asked by THE WESTERN JOURNAL OF MEDI-
CINE to share my views on the subject. While my
perspective may sometimes focus on patients un-
dergoing anesthesia and operation, it seems that
some of my observations are relevant for patients
and physicians in general.

In evaluating informed consent, one should
look at the proposed benefits. One benefit to pa-
tients is said to be a better understanding of their
disease and the procedures to be carried out. For
physicians, a benefit is said to be protection in
malpractice suits. The latter can be disposed of
immediately. Having a signed informed consent
form does not protect a physician. Time after time
such forms have been repudiated on the witness
stand by patients who claimed they did not re-
member signing the form or that they did not
understand the form or that the form was signed
under duress because they were ill. Having dis-
posed of informed consent as a protection for
physicians, let us now turn our attention to in-
formed consent as protection for patients.
Many of us who deal with patients and rou-

tinely obtain informed consent are aware that
much of the information we give a patient before
an operation is either forgotten or remembered
incorrectly. A few studies have begun to docu-
ment this clinical impression that patients do not
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really understand or remember informed consent
discussions. A recent study which has received
much attention is that by Dr. George Robinson
and Dr. Avraham Merav at Montefiore Hospital
and Medical Center, New York City.1'2 They
found that no matter how carefully the possibili-
ties of death, injury or complications were dis-
cussed, most patients did not accurately recall
what they had been told.

Robinson and Merav referred to primary and
secondary recall. Primary recall was based on the
response of the patient to general questions con-
cerning the informed consent conversation held
preoperatively. Secondary recall involved the pa-
tients being given itemized lists of subjects con-
cerning the preoperative interview and being
asked to comment on whether or not this had
been discussed and if so to state the substance of
the conversation. The average recall for all cate-
gories discussed was 29 percent for primary re-
call and 42 percent for secondary recall. The
worst scores were obtained in the category of po-
tential complications. Here primary recall was
only 10 percent, with secondary recall being 23
percent. Primary recall for the discussion of the
diagnosis and the nature of the illness was 33
percent, with secondary recall being 46 percent.
A discussion of the proposed operation had a pri-
mary recall of 26 percent and a secondary recall
of 51 percent. Benefits of the proposed operation
had a primary recall of 29 percent and a second-
ary recall of 47 percent. In addition to this failure
to remember the informed consent interview, pa-
tients also were found to deny parts of the con-
versation, to make errors of attribution and to
fabricate. The most common error after failure
of recall or denial was fabrication. Patients quoted
things that were never said or quoted promises
never made. In some cases the patients were quite
adamant that something which had never been
said was in fact promised.

Having shown that patients do not remember
very well the informed consent obtained from
a preoperative interview, let us now consider
whether informed consent may actually harm the
patient. This is an area that is difficult to study.
It is not possible to determine whether a post-
operative complication was due to the anesthesia
and operation or whether it was unrelated. There
is, however, some suggestive evidence that some
complications can be generated by the informed
consent discussion and not by the anesthesia and
operation. One example is a patient who during
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the course of an informed consent discussion was
told that nausea and vomiting might occur post-
operatively, in part because of the anesthetic and
in part because of the nature of the operation.
The next day induction with diazepam, which pro-
duced sleep, was carried out, but shortly after the
patient was asleep the operation was cancelled.
The only drug which the patient received was the
diazepam. Immediately upon awakening, the pa-
tient complained of extreme nausea and began to
retch. There was virtually continuous retching for
20 minutes. I was called to see the patient and
explained that the proposed anesthesia and opera-
tion had not taken place and that the only drug
she had received was diazepam, which does not
normally produce nausea and vomiting, and in
fact has an antiemetic action. As soon as the pa-
tient was informed that anesthesia and operation
she had expected had not occurred, the nausea
and retching immediately disappeared. The most
likely explanation is that the informed consent
discussion and the focusing on the nausea and
vomiting was a form of posthypnotic suggestion
occurring during the informed consent discussion.
A similar example is a patient who was to

undergo a diagnostic procedure in which keta-
mine is used. During the preoperative discus-
sion, the possible occurrence of the vivid bad
dreams that ketamine sometimes produces was
discussed. The patient asked many questions
about the bad dreams and focused on this
aspect of the discussion. Subsequently, the choice
of anesthetic was changed because of a change
in the proposed operative procedure and the
patient was given an inhalation anesthetic.
Postoperatively there developed what appeared to
be a classic case of ketamine-induced hallucina-
tions and bad dreams. Once again, pointing out
to the patient that ketamine had not been used
and that therefore we were surprised that he was
having hallucinations and bad dreams resulted in
a rapid recovery. While it is possible, although
rare, to have such a response from forms of anes-
thesia other than ketamine, the most reasonable
explanation here is that again the informed con-
sent discussion concerning ketamine was respon-
sible for the postoperative course of the patient.

Perhaps the most dramatic and clear-cut evi-
dence of a postoperative complication induced by
the informed consent discussion involves five pa-
tients seen over several years. In each case a
spinal anesthetic had been chosen. The surgeon,

in addition to the anesthesiologist, discussed the
possibility of spinal headache and did so at great
length and in extremely graphic terms. In each of
these patients the decision to administer a spinal
anesthesia was changed and a general anesthetic
was substituted. Despite this, the five patients
complained of severe postoperative headaches and
described them in terms similar to those dis-
cussed by the surgeon preoperatively. In one of
these cases, the "spinal headache" persisted for
so long and was so intense that a neurosurgical
consultation was obtained. The neurosurgical con-
sultant who read the preoperative note in which it
was stated that spinal anesthesia was to be used
but failed to read the anesthetic record, wrote a
two-page note describing the case as one of the
most typical cases of spinal headache he had ever
seen. It is also of interest that the operating sur-
geon who provided the viv'id discussion of spinal
headache stated that 100 percent of his patients
who received spinal anesthesia had spinal head-
aches. In light of these five cases described above,
this is not surprising.

Having shown that informed consent does not
help physicians in malpractice cases, that pre-
operative informed consent discussions are not
well remembered by patients and that complica-
tions may actually be generated by informed con-
sent discussions, the logical question is should we
continue to push forward the doctrine of informed
consent? There are ever increasing suggestions to
expand the boundaries of informed consent. At
some hospitals (including my own) it is the prac-
tice to obtain an informed consent for surgical
procedures and another one for anesthesia. It
would be difficult to conceive of a patient who
would be willing to undergo a major surgical
operation (which could not be carried out under
local anesthesia) but who would then balk at
signing a consent for anesthesia. I have now seen
patients, who inadvertently signed one consent but
not the other, being subjected to a delay in opera-
tion because of the lack of both an anesthesia
and a surgical signed consent form. In one case
the patient begged to have his operation and
wished to sign the second consent, but because he
had already received preanesthetic medication it
was felt that the second consent could not prop-
erly be signed.
A number of patients have complained to me

that before a previous operation they had been
told too much about the anesthesia and surgical
procedure. They stated that they had come to
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our institution because they had confidence in the
institution and physicians and that they did not
wish to hear a discussion of all of the complica-
tions. I think it is logical to ask the question "Why
are we willing to harm so many patients for the
few litigation-minded patients?" Should we not
be tailoring our handling of the discussion with
the patient for the vast majority of patients who
do not intend to sue, rather than for those few
who might? I would propose that we provide pa-
tients with reasonable explanations of what we
feel is appropriate and not permit lawyers or ad-
ministrators to set the rules. I further propose

that we not force patients to sign meaningless
pieces of paper to satisfy legal and bureaucratic
requirements. I believe that the honesty and in-
tegrity of physicians and a good patient-physician
relationship provide the best guarantees that pa-
tients will receive appropriate treatment. It seems
to me that interposing legal-sounding documents
between patient and physician can only serve to
harm the patient-physician relationship and the
patient.

REFERENCES
1. Patient consent given-but forgotten-MDs urged to docu-

ment pre-op discussions. Med World News, Feb 23, 1976, p 26
2. Robinson G, Merav A: Informed consent-Recall by patients

tested postoperatively. Ann Thorac Surg 22:209-212, Sep 1976

First Aid for Esophageal Burns
Dr. Ritter: I'd like to ask what you might tell a mother who calls you and tells
you that her youngster has probably taken the top off a can of a solid corrosive.
He's crying. The can is open. The mother is certain that the youngster has gotten
some of it into the mouth because he's spitting, and there's maybe a little blood
in the oral cavity itself.... Dr. Cohen: . . . You must know what substance the
child has taken.... If the parents tell you, for instance, it is a catalyst, or if they
tell you it is lye, or that it is a strong detergent, then it will immediately tell you
whether it is a base or an acid, and what you should tell the parents about the
antidote. The one thing you do tell them is: "Do not make your child vomit."
That's the tendency for the antidotes on labels. But vomiting moves this noxious
agent up and down the esophagus and produces more difficulty. All people have
orange juice, or vinegar, or milk products around the house. Those are the things
you tell them to give the child immediately, or copious quantities of water, and
get them to an emergency room.

-FRANK N. RITTER, MD, Ann Arbor
SEYMOUR R. COHEN, MD, Los Angeles
Extracted from Audio-Digest Otorhinolaryngology, Vol. 10. No.
1, in the Audio-Digest Foundation's subscription series of tape-
recorded programs. For subscription information: 1577 East
Chevy Chase Drive, Glendale, CA 91206.
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